1. Introduction {#s0005}
===============

The Affordable Care Act (ACA) expanded access to preventive health care by requiring that non-grandfathered private insurers provide cost-effective preventive services without cost-sharing in 2010, particularly those recommended by the United States Preventive Services Task Force (USPSTF) and the Advisory Committee on Immunization Practices (routine checkup, flu vaccination, cholesterol screening, blood pressure checkup, Papanicolaou "pap" test, mammogram, and colorectal cancer screening) ([@b0005], [@b0010]). A study found that utilization of preventive services has increased since the implementation of the ACA's preventive services provisions, but the improvements were minimal across all the essential health benefits ([@b0015]). Another study showed that improvements in use of preventive services were more pronounced among Latinos and non-Latino "blacks" relative to non-Latino "whites" after the implementation of the ACA's preventive services provisions ([@b0020]), which suggests that racial and ethnic disparities in preventive services utilization have decreased. Improvements were not observed, however, among Asians as a single group ([@b0020]).

Asians are the most diverse racial group in the United States (US) in terms of culture, language, religion, immigration patterns, and several other characteristics. They are made up of more than 50 different Asian subgroups and 100 languages ([@b0025]). Within the broad umbrella category of Asians, the three largest subgroups by country of origin are Chinese, Filipino, and, Asian Indian ([@b0030]). Each subgroup has unique socioeconomic profiles ([@b0035], [@b0040]). For example, the share of those without health insurance vary by Asian subgroup ([@b0045], [@b0050], [@b0055], [@b0060]). Having health insurance and a regular physician or place for health care play critical roles in accessing and using preventive services ([@b0065]). Disparities in access to health care can lead to differences in preventive services utilization across the Asian subgroups.

Little is known, however, about patterns of preventive services utilization across the Asian subgroups. Due to limited measures of Asian subgroup categories in most population-based surveys, Asians are typically treated as a single monolithic group, which could mask heterogeneity ([@b0070], [@b0075]). To our knowledge, there are no peer-reviewed studies that have examined preventive services utilization among Asian subgroups since the implementation of the ACA's preventive services provisions. There is one study that examined changes in preventive services utilization associated with the provisions of the ACA among Asians in Michigan ([@b0080]). This study did not analyze the patterns of preventive services utilization across Asian subgroups.

Using a nationally representative sample from the 2013--2016 Medical Expenditure Panel Survey (MEPS), we examined patterns of utilization of seven essential preventive services required to be covered by the ACA among Asian subgroups relative to whites after the implementation of the ACA's preventive services provisions. Identifying disparities in utilization of preventive services according to each Asian subgroup may help inform tailored programs to each group and target effective strategies to improve preventive services utilization for all Asians.

2. Methods {#s0010}
==========

2.1. Study sample {#s0015}
-----------------

We used data from the 2013--2016 MEPS. MEPS is a nationally representative survey of the US civilian, non-institutionalized population. MEPS annually collects information on respondents' demographic, socioeconomic, and health care utilization characteristics. We included adults older than 18 years old who were Asian or non-Latino "white." We included whites as a reference group to compare patterns of preventive services utilization with Asian subgroups. Our sample consisted of 36,661 adults (31,038 whites, 1182 Asian Indians, 1302 Chinese, 924 Filipinos, and 2215 other Asians). Asian Indians, Chinese, and Filipinos are the three largest Asian subgroups. "Other Asians" captures those who self-identified as Asian but not as one of the three Asian subgroups listed above.

2.2. Measures {#s0020}
-------------

Our outcome measures were seven of the ten preventive services recommended by the USPSTF ([@b0085]). Following the USPSTF guidelines, we assessed whether eligible individuals had each of the following seven preventive services: routine checkup, flu vaccination, cholesterol screening, blood pressure checkup, pap test, mammogram, and colorectal cancer screening. Specifically, the USPSTF recommends routine checkups and flu vaccinations every year, and, thus, we assessed whether all adults had these services within the past year. For cholesterol screening, the USPSTF guidelines differ between men and women by age and risk group. Specifically, the USPSTF concludes that the benefits of cholesterol screening substantially outweigh the potential harms for men ages 35 and older and women ages 45 and older at increased risk for coronary heart disease. Since risk cannot be accurately measured with MEPS, we followed the approach used in previous studies ([@b0015], [@b0090]) and assessed whether men older than age 35 years and women older than age 45 years had the test within the past five years. For blood pressure check up, there is lack of evidence for ideal blood pressure checkup intervals. However, the USPSTF recommends blood pressure screening every 1--2 years depending on one's blood pressure level. Therefore, we assessed whether all adults had the service within the past two years. Moreover, the USPSTF recommends screening for cervical cancer for women ages 21--65 years with cytology every three years. Thus, we assessed whether women ages 21--65 years without a hysterectomy had the test within the past three years. Furthermore, the USPSTF recommends biennial mammography screening for women ages 40--74 years, and thus we assessed whether women ages 40--74 years had the test within the past two years. Finally, the USPSTF recommends that adults ages 50--75 years be screened for colorectal cancer using fecal occult blood testing, sigmoidoscopy, or colonoscopy. Therefore, we assessed whether all adults ages 50--75 years had any of these tests in the past (fecal occult blood testing within the past three years, sigmoidoscopy in the past five years, and colonoscopy in the past ten years). For cancer screening, we excluded cancer survivors with the corresponding cancers (cervical cancer, breast cancer, and colorectal cancer).

We chose control variables based on the Andersen behavioral model of health services utilization ([@b0095]). The model was developed to describe three types of factors that lead to the use of health services: predisposing, enabling, and need. According to the model, predisposing factors include factors that predict the propensity to use health services. Enabling factors include factors that facilitate or hinder access to health services. Need factors include factors that measure perceived or evaluated needs for health care services. We used this framework to guide our empirical model specification. In this study, the predisposing factors included the participants' race and Asian subgroup (white, Asian Indian, Chinese, Filipino, or other Asian), age (18--24, 25--34, 35--44, 45--54, 55--64, 65--74, or ≥75 years old; different age groups were used for specific preventive services according to the USPSTF guidelines), sex (female or male), marital status (married or unmarried), education (less than high school degree, high school degree, some college, or college graduate), English proficiency (limited English proficiency or fluent English proficiency), and nativity (US-born or non US-born). Enabling factors included family income as a share of the federal poverty level (FPL; 0--99%, 100--124%, 125--199%, 200--399%, or ≥400%), health insurance status (any private, public only, or uninsured), and area of residence (Northeast, Midwest, South, or West). Need factors included self-reported health status (poor, fair, good, or very good/excellent) and ten chronic conditions (angina, arthritis, asthma, coronary heart disease, diabetes, emphysema, joint pain, myocardial infarction, other heart disease, and stroke). MEPS collects information on about 15 medical conditions for each respondent. Among these medical conditions, we chose these ten because they are common chronic diseases among adults.

2.3. Statistical analysis {#s0025}
-------------------------

We first examined weighted sample characteristics and tested differences by white and Asian subgroups. Then, we estimated weighted unadjusted rates of preventive services utilization and tested differences by white and Asian subgroups. We then examined unadjusted utilization trends in the preventive services between 2013 and 2016 by white and Asian subgroups. Finally, we fitted multivariable logistic regression models to estimate the likelihood of having each of the preventive services among Asian subgroups relative to whites. Since other provisions of the ACA (the individual mandate, subsidized marketplace coverage, and Medicaid expansion) may lead to changes in preventive services utilization among white and Asian subgroups, we conducted a sensitivity analysis by limiting our study population to those between 2014 and 2016. Whites were used as the reference group in the models. All models adjusted for the predisposing, enabling, and need factors described above. We estimated the models by accounting for the robustness of standard errors and the clustered survey design. For all analyses, we used survey weights to adjust sample characteristics to be representative of the US population. All analyses were conducted using Stata 15. All data were analyzed in 2019.

3. Results {#s0030}
==========

[Table 1](#t0005){ref-type="table"} shows the weighted sample characteristics by white and Asian subgroups. Compared to whites, Asian subgroups had varying predisposing, enabling, and need factors. Specifically, Asian subgroups were significantly more likely to have higher educational attainment, more likely to have limited English proficiency, more likely to be non US-born, more likely to self-report poor or fair health status, but they were less likely to have chronic conditions. Differences in the characteristics were observed across the Asian subgroups. Particularly, Filipinos, Asian Indians, and Chinese (5.41%, 6.60%, and 7.07%, respectively) were less likely to be uninsured than other Asians (11.20%). Also, Asian Indians and Filipinos (4.06% and 2.20%, respectively) were less likely to have limited English proficiency than Chinese and other Asians (21.46% and 16.78%, respectively). There were also differences in educational attainment, family income, and nativity. Specifically, Asian Indians, Chinese, and Filipinos were more likely to have a college degree or higher, more likely to have household incomes above 400% of the FPL, and less likely to be non-US born than other Asians.Table 1Sample characteristics by non-Latino whites and Asian subgroups, 2013--2016.Non-Latino white (N = 31,038)Asian Indian (N = 1182)*P*[a](#tblfn1){ref-type="table-fn"}Chinese (N = 1302)*P*[a](#tblfn1){ref-type="table-fn"}Filipino (N = 924)*P*[a](#tblfn1){ref-type="table-fn"}Other Asian (N = 2215)*P*[a](#tblfn1){ref-type="table-fn"}**Predisposing factors**Age (years), %\*\*\*\*\*\*\*\*\*\*\*\* 18--248.388.299.527.3610.88 25--3416.7434.0120.5814.5018.78 35--4415.0926.4816.9720.3517.79 45--5416.9412.6119.2019.0519.10 55--6418.5910.3214.9817.4213.63 65--7413.716.6011.2113.7410.97 \>=7510.551.697.537.588.85Female, %52.7447.72\*\*\*52.30\*\*\*58.87\*\*\*54.72\*\*\*Married, %22.0919.12\*\*\*26.57\*\*\*24.78\*\*\*28.58\*\*\*Education, %\*\*\*\*\*\*\*\*\*\*\*\* Less than high school degree7.787.1110.987.3612.51 High school degree33.1914.3017.9020.0227.09 Some college23.2221.0718.4328.1423.07 More than college degree22.6747.2937.8627.0622.71Limited English proficiency, %0.444.48\*\*\*25.88\*\*\*3.57\*\*\*23.12\*\*\*US born, %95.5311.51\*\*\*22.04\*\*\*18.51\*\*\*28.85\*\*\***Enabling factors**Family income, %\*\*\*\*\*\*\*\*\*\*\*\* 0--99% FPL11.836.6812.065.1912.01 100--124% FPL4.092.963.922.607.04 125--199% FPL12.579.0512.069.4214.72 200--399% FPL29.5921.2423.2734.4232.19 \>=400% FPL41.9360.0748.6948.3834.04Health insurance, %\*\*\*\*\*\*\*\*\*\*\*\* Any private health insurance71.3879.1071.5877.1664.60 Public health insurance only21.3114.3021.3517.4224.20 Uninsured7.316.607.075.4111.20US census region\*\*\*\*\*\*\*\*\*\*\*\* Northeast16.9027.0718.287.0310.38 Midwest28.2316.079.148.6610.97 South33.5726.4012.448.8721.94 West21.3030.4660.1475.4356.70**Need factors**Parent-reported health status\*\*\*\*\*\*\*\*\*\*\*\* Poor23.0935.5327.4225.2224.20 Fair35.7037.5636.2541.3433.50 Good27.4922.6725.3525.3230.43 Very good/excellent13.714.2310.988.1211.87Chronic conditions Angina3.050.85\*\*\*1.38\*\*\*1.30\*\*\*1.17\*\*\* Arthritis32.858.88\*\*\*12.98\*\*\*19.70\*\*\*13.27\*\*\* Asthma10.793.89\*\*\*4.30\*\*\*6.71\*\*\*5.78\*\*\* Coronary heart disease6.503.13\*\*\*2.00\*\*\*3.03\*\*\*2.48\*\*\* Diabetes10.178.04\*\*\*5.15\*\*\*14.50\*\*\*11.56\*\*\* Emphysema3.090.25\*\*\*0.46\*\*\*0.76\*\*\*0.50\*\*\* Joint pain43.0118.36\*\*\*23.43\*\*\*24.78\*\*\*23.02\*\*\* Myocardial infarction4.901.78\*\*\*0.77\*\*\*1.41\*\*\*1.63\*\*\* Other heart disease14.593.13\*\*\*5.61\*\*\*5.30\*\*\*5.28\*\*\* Stroke4.671.44\*\*\*1.46\*\*\*3.03\*\*\*2.93\*\*\*[^1][^2]

[Table 2](#t0010){ref-type="table"} presents the weighted unadjusted rates of preventive services utilization by white and Asian subgroups. Compared to whites, all Asian subgroups were less likely to have blood pressure checkups and mammograms. However, statistically significant differences were found only for Filipinos in having blood pressure checkups and Asian Indians, Chinese, and other Asians in having mammograms. For the other five preventive services, the pattern of preventive services utilization differed by subgroup. Specifically, Asian Indians were more likely to have cholesterol screenings and less likely to have flu vaccinations and pap tests than whites. Chinese were more likely to have pap tests and colorectal cancer screenings and less likely to have flu vaccinations than whites. Filipinos were more likely to have routine checkups and colorectal cancer screenings than whites. Other Asians were more likely to have colorectal cancer screenings and less likely to routine checkups, flu vaccinations, and pap tests than whites.Table 2Weighted unadjusted rates of preventive services utilization by non-Latino whites and Asian subgroups, 2013--2016.Routine checkupFlu vaccinationCholesterol screeningBlood pressure checkupPap testMammogramColorectal cancer screening%N*P*[a](#tblfn2){ref-type="table-fn"}%N*P*[a](#tblfn2){ref-type="table-fn"}%N*P*[a](#tblfn2){ref-type="table-fn"}%N*P*[a](#tblfn2){ref-type="table-fn"}%N*P*[a](#tblfn2){ref-type="table-fn"}%N*P*[a](#tblfn2){ref-type="table-fn"}%N*P*[a](#tblfn2){ref-type="table-fn"}Non-Latino white70.6030,50448.6730,47793.4820,78893.8030,63979.0512,01472.0210,19328.1330,655Asian Indian67.62117246.641159\*\*\*96.13549\*91.08116776.1349057.38212\*\*\*26.681176Chinese72.06126847.671277\*\*\*92.3878989.36127173.3055868.43379\*29.721279\*Filipino74.78871\*57.9986694.5660492.57875\*\*\*79.1042065.7632133.29908\*\*Other Asian65.022129\*\*\*46.982128\*\*\*92.04133286.01213166.09971\*\*\*66.24689\*\*33.232176\*\*\*[^3][^4]

[Fig. 1](#f0005){ref-type="fig"} shows utilization trends in the seven preventive services between 2013 and 2016 by white and Asian subgroups. There was an increasing trend in having routine checkups, blood pressure checkups, cholesterol screenings, and flu vaccinations across almost all Asian subgroups ([Fig. 1](#f0005){ref-type="fig"}). However, a decreasing trend was observed in having pap tests, mammograms, and colorectal cancer screenings among several Asian subgroups. Specifically, we observed a consistently decreasing trend in having pap tests among Chinese, having mammograms among Asian Indians and other Asians, and having colorectal cancer screenings among Asian Indians and Filipinos.Fig. 1Utilization trends in preventive services by non-Latino whites and Asian subgroups, 2013--2016.

[Table 3](#t0015){ref-type="table"} presents the likelihood of having each of the preventive services among Asian subgroups relative to whites. A similar pattern was observed even when adjusted for the predisposing, enabling, and need factors. Compared to whites, all Asian subgroups were more likely to have flu vaccinations. However, there were no significant differences in having colorectal cancer screenings among Asian subgroups relative to whites. For the other five preventive services, all Asian subgroups tended to have a higher likelihood of having routine checkups and cholesterol screenings than whites, but they had a lower likelihood of having blood pressure checkups, pap tests, and mammograms. Specifically, compared to whites, Chinese and Filipinos were more likely to have routine checkups, and Asian Indians were more likely to have blood pressure checkups. Compared to whites, Asian Indians, Chinese, and other Asians were less likely to have pap tests, and Asian Indians and other Asians were less likely to have mammograms and blood pressure checkups. Among the seven preventive services, cancer screening services were of particular interest. With the exception of Filipinos, the Asian subgroups were less likely to have pap tests or mammograms than whites. These findings remain unchanged when our study population was limited to those between 2014 and 2016.Table 3The likelihood of having preventive services among Asian subgroups relative to non-Latino whites, 2013--2016.Routine checkupFlu vaccinationCholesterol screeningBlood pressure checkupPap testMammogramColorectal cancer screeningOR95% CIOR95% CIOR95% CIOR95% CIOR95% CIOR95% CIOR95% CINon-Latino whiteREFREFREFREFREFREFREFAsian Indian1.130.89--1.43**1.481.19--1.852.641.40--4.98**1.010.70--1.46**0.410.26--0.620.420.24--0.73**1.190.87--1.64Chinese**1.341.09--1.651.421.16--1.73**1.200.75--1.910.740.54--1.00**0.620.42--0.91**1.210.79--1.860.970.73--1.30Filipino**1.461.11--1.932.431.89--3.13**1.700.90--3.200.890.55--1.420.820.51--1.310.940.56--1.581.120.83--1.51Other Asian1.060.89--1.27**1.651.38--1.99**1.500.97--2.33**0.600.46--0.780.480.34--0.66**1.080.75--1.561.060.83--1.37[^5]

4. Discussion {#s0035}
=============

This study demonstrates that compared to whites, Asians tended to have lower utilization of blood pressure screenings, pap tests, and mammograms. Cancer screenings were notable. Specifically, we observed a decreasing trend in having pap tests, mammograms, or colorectal cancer screenings among all Asian subgroups between 2013 and 2016. Moreover, with the exception of Filipinos, all Asian subgroups were less likely to have pap tests or mammograms than whites. On the other hand, Asians tended to have higher utilization of routine checkups, cholesterol screenings, and flu vaccinations than whites. We also found that the patterns of preventive services utilization differed across the Asian subgroups. Our findings point to the need for programs tailored to Asian subgroups to improve preventive services utilization among Asians, particularly cancer screening services.

We observed that some Asian subgroups were less likely to have blood pressure screenings, pap tests, and mammograms than whites. In particular, low screening rates for pap tests and mammograms are of interest because cancer is the leading cause of death among Asians ([@b0100]). Low screening rates for cancer among Asians have been reported in previous studies ([@b0105], [@b0110]). In addition, we found that utilization of pap tests, mammograms, or colorectal cancer screenings has decreased between 2013 and 2016 among all Asian subgroups (pap tests for Chinese, mammograms for Asian Indians and other Asians, and colorectal cancer screenings for Asian Indians and Filipinos). These phenomena may be explained by Asians being less aware of the availability of benefits and/or the importance of cancer screening likely due to limited English proficiency and/or limited health literacy. Research has found that decreased acculturation (as measured by language preference, length of residency in the US, age at arrival in the US, ethnic origin of friends and peers, and self-identity) was associated with lower utilization of cancer screening services for Asians ([@b0115]). This implies that limited English proficiency and/or limited health literacy may serve as a significant barrier to accessing cancer screening services. Moreover, we observed no significant differences in having colorectal cancer screenings among all Asian subgroups relative to whites. However, for two reasons, this finding should not be interpreted as indicating that Asian subgroups do not experience limited access to colorectal cancer screenings. First, the absolute levels were low for all Asian subgroups and whites (ranging from 26.68% to 33.23%). Second, prior research showed that Asians were more likely to have colorectal cancer screenings than whites, which suggests there are disparities in colorectal cancer screenings among Asian subgroups ([@b0120]).

We also found that compared to whites, Asians tended to have similar or better levels of utilization of preventive services in terms of routine checkups, flu vaccinations, and cholesterol screenings. These observations may be explained by the ACA requiring no cost sharing for these services ([@b0005], [@b0010]), and thus the economic burden due to these services to patients is minimal. Eliminating cost sharing for these services may lead to increased utilization of these preventive services among Asians. Furthermore, previous studies have shown that limited English proficiency and/or limited health literacy serve as substantial barriers to accessing care among Asians ([@b0125], [@b0130], [@b0135]). However, this might be less relevant because the use of these preventive services has been well-known to be beneficial and advanced linguistic ability may not be required. This supposition is supported by our findings showing that limited English proficiency was not associated with the likelihood of having any of these services (not shown).

There were differences, however, in the utilization of preventive services by Asian subgroups. Identifying which preventive services are being underutilized for each Asian subgroup could help health planners and policymakers develop effective programs for specific types of preventive services among Asian subgroups. Specifically, compared to whites, Asian Indians were less likely to have mammograms, Chinese were less likely to have pap tests, and other Asians were less likely to have blood pressure checkups and pap tests. There are multiple mechanisms that could explain differences in the utilization of preventive services by subgroup. First, some Asians lack health insurance, which could lead to lack of a usual source of care. This issue is more relevant to "other Asians" who had a relatively higher proportion of the uninsured (11.20%). Second, limited English proficiency and/or limited health literacy may result in difficulty in navigating the US health care system, which possibly results in low levels of preventive services ([@b0140]). This phenomenon may be more pronounced among Chinese who were less likely to speak English fluently or well and/or Asian Indians who were more likely to speak English fluently or well, but less likely to be born in the US than other Asian subgroups. Third, cultural differences and beliefs around using health care services could be the result of barriers to accessing care ([@b0130], [@b0145]). Prior research showed that Asians were less likely to rely on primary care services than whites ([@b0150]). This might be because they are likely to consider complementary and alternative medicine as substitutes for conventional medicine because these types of treatment are culturally familiar and require lower costs and little understanding of the US health care system ([@b0155]). This may lead to reliance on these treatments and prevent them from using more effective preventive services.

It is worth noting that other ACA provisions such as Medicaid expansion and establishment of marketplace insurance exchanges may affect preventive services utilization among Asian subgroups, but our findings did not change when our study population was limited to those between 2014 and 2016. This suggests that major ACA provisions implemented in 2014 may not substantially affect preventive services utilization among Asian subgroups. Previous research found that Medicaid coverage played a key role in increasing coverage gains among all Asian subgroups, especially for those in low household incomes and non-US citizens ([@b0060]). This indicates that Medicaid coverage led to coverage gains among Asian subgroups, but this does not necessarily result in increases in preventive services utilization. A similar result was observed in another study. Asian subgroups gained insurance coverage after the implementation of the ACA, but there were no improvements in access to usual sources of care ([@b0055]). However, it may take time to observe changes in health care access. Thus, further study is warranted to examine whether other ACA provisions may lead to changes in preventive services utilization among Asian subgroups with longer period data.

These findings point to the need for programs tailored to Asian subgroups to improve preventive services utilization among Asians, particularly cancer screening services. Since Asian subgroups have different socioeconomic barriers to accessing care, interventions and campaigns should be linguistically, culturally, and socially tailored to address special health needs and disparities of Asians. For example, Chinese are less likely to speak English fluently or well. This suggests that targeted programs and campaigns for Chinese may help language interpretation. On the other hand, Asian Indians are more likely to speak English fluently or well, but they are less likely to be born in the US. This indicates that targeted programs that can be effective for Asian Indians may help them navigate the health care system. In order to improve utilization of preventive services among Asian subgroups, therefore, it is critical to understand barriers that each Asian subgroup is facing and develop tailored programs to address the specific barriers faced by each Asian subgroup. Further investigation is warranted to understand and identify determinants leading to variations in preventive services utilization among Asian subgroups.

Our study has several limitations. First, MEPS categorized Asians into four subgroups, and, thus, "other Asians" were lumped together and measured as a homogeneous group. Second, since the USPSTF guidelines do not directly align with MEPS questions, utilization may be slightly underestimated or overestimated. Third, our outcome measures relied on self-reported information derived from interviews, and thus self-reporting errors may occur. Fourth, interviews were conducted in English or Spanish and not in any Asian languages. This may lead to selection bias by disproportionately including those who were educated or were fluent in English. Fifth, as categories for Asian subgroups in MEPS were collected since 2013, we could not analyze data prior to the implementation of the ACA's preventive services provisions to examine how the ACA's provisions affect preventive services utilization among Asian subgroups. Finally, we could not adjust for all other potential confounding factors. However, we controlled for a wide range of predisposing, enabling and need factors, which should have attenuated the risk of bias from omitted factors.

5. Conclusion {#s0040}
=============

This study demonstrates that Asian subgroups have low cancer screening rates relative to whites even after the implementation of the ACA's preventive services provisions, whereas they had similar or better levels of utilization in other preventive services recommended by the USPSTF. This study also shows that differences in preventive services utilization exist across Asian subgroups. These findings highlight the importance of prioritizing the availability of cancer screening services and the need for programs tailored to each Asian subgroup. Future strategies and policies should consider linguistically, culturally, and socially appropriate interventions to address special health needs and disparities of Asians in order to improve their utilization of preventive services.
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[^1]: *\*p* \< .05. \*\**p* \< .01. \*\*\**p* \< .001.

[^2]: P values were estimated relative to non-Latino whites.
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[^4]: P values were estimated relative to non-Latino whites.
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